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To All interested Parties: 

I am pleased to forward to you the 12-month assessment report of the Healthy Kids Dental program. 
This is the demonstration program contracted by the Department of Community Health (DCH) with Delta 
Dental Plan of Michigan to administer the Medicaid dental benefit to all Medicaid beneficiaries under age 
21 residing in the original 22 selected counties. This report measures utilization of dental services, 
access to dental providers, the type of treatment received and expenditures for services delivered. 

This project was initiated on May 1, 2000 in 22 counties to create access to oral health care for Medicaid 
beneficiaries by using Delta Dental’s network of participating providers. This project hoped to alleviate 
the most common reasons that dentists cited for non-participation in Medicaid: low reimbursement rates 
and administrative burden. On October 1, 2000, the project was expanded to include an additional 15 
counties. Currently the project is in 37 of the 83 Michigan counties. 

This report effectively demonstrates that through this contract: 

Substantially more Medicaid beneficiaries are receiving dental care under Healthy Kids Dental 
compared to the traditional Fee-for-Service Medicaid coverage. 

More dentists are providing care to Medicaid beneficiaries under Healthy Kids Dental compared 
to the traditional Fee-for-Service Medicaid program. 

More Medicaid beneficiaries are receiving care within their county of residence rather than 
traveling long distances to receive care. 

More Medicaid beneficiaries are receiving restorative dental treatment compared to the traditional 
Fee-for-Service Medicaid program. 

Access to oral health services has been a major priority for the DCH in the past few years and this report 
represents that commitment by the DCH to improve access to quality oral health care for Medicaid 
beneficiaries. 

We plan to continue reviewing the utilization data, outcome measures and surveying the Medicaid 
beneficiaries on an annual basis. 

Please direct any questions regarding Healthy Kids Denfal to Christine Farrell at (517) 335-5129 or by 
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EXECUTIVE SUMMARY 

On May 1,2000, the Michigan Department of Community Health initiated a 
demonstration project, called Hearthy Kids Dental, for Medicaid-enrolled children in 22 
counties. An additional 15 counties were added on October 1,2OOO. Administered through 
Delta Dental of Michigan and using Delta-affiliated providers, Healthy Kiak Dental addressed 
the most common reasons for dentists’ non-participation in Medicaid: low reimbursement and 
complex administrative requirements. 

The Child Health Evaluation and Research (CHEAR) Unit of the University of 
Michigan undertook an evaluation of the first 12 months of the Healthy Kids Dental program. 
The goal was to compare Healthy Kids Dental to the previous year’s Medicaid program, and to 
private Delta plans, in the same 37 counties in terms of access to care, treatment patterns, and 
cost. 

Major results of the evaluation demonstrated the following: 

1) Substantially more Medicaid-enrolled children are receiving dental care under Hearthy Kids 
Dental, compared with care under traditional Medicaid coverage, but not yet at the same 
rate as children with private Delta coverage. 

2) More dentists in the 37 counties are providing care to Medicaid-enrolled children under 
Healthy Kids Dental, and more children are receiving dental care within their county of 
residence. 

3) Under I9eaZ??ry Kids Dental, Medicaid-enrolled children are receiving needed restorative 
and reparative dental care, and are more likely to begin a pattern of regular recall for routine 
preventive care, compared with Medicaid-enrolled children the previous year. 

4) The higher costs per user and per enrollee for IIeaZtZzy Kids Dental are due largely to the 
increased reimbursement rate and, to a lesser extent, to more children receiving more 
complete care. As the backlog of need in current patients is eliminated, cost per user per 
year is likely to decline. 

The conclusion of the study is that the Hearthy Kids Dental demonstration program has 
shown that substantial improvements can be made in access to dental care for the Medicaid- 
enrolled population. 

CL 1 



BACKGROUND 
Data from many sources demonstrate that children enrolled in Medicaid have lower 

utilization of dental services, poorer oral health status, and more untreated oral disease, as 
compared to privately insured children. l-8 These disparities have been linked to the low 
proportion of dental providers who accept Medicaid as a payment source, leaving Medicaid 
enrollees with limited access to dental care. Consistently, dental providers have given three 
reasons for their lack of participation in Medicaid dental programs: 
1) 
2) 

Medicaid reimbursement levels that are far below dentists’ usual and customary fees’; 
administrative difficulties (e.g., eligibility verification, pre-authorization); and 

3) excess number of broken appointments and other patient behaviors.‘0-‘4 

The small numbers of private dental practitioners who are willing to treat Medicaid- 
enrolled children create a reduced access to dental care for Medicaid enrollees. National 
figures show that only 20- 30 percent of Medicaid-enrolled children receive any dental care in a 
given year,’ contributing to what the Surgeon General called a “silent epidemic” of oral disease 
among US children from low-income families.* 

Historically, Michigan has experienced these same problems with dental care for 
Medicaid enrollees. However, a turning point occurred when state officials established 
MIChild, the State Children’s Health Insurance Program (SCHIP). The MIChild dental 
component was unusual in that was designed to be administered privately through an existing 
dental carrier, offering reimbursement levels identical to those paid for private dental insurance 
plans. Implemented on May 1, 1998, MIChild demonstrated the potential effectiveness of a 
this type of state-private dental partnership: in the first year, the proportion of MIChild 
enrollees with at least one dental visit was nearly identical to the proportion of privately insured 
children with at least one dental visit. 

Following the initial success of the MIChild dental program, the Michigan Department 
of Community Health initiated a demonstration project, called Healthy Kids Dental, for its 
Medicaid population. Administered through Delta Dental of Michigan and using Delta- 
affiliated providers, HeuZthy Kids Dental aims to address-and ameliorate-two of the three 
commonly cited reasons for dentists’ non-participation in Medicaid. First, reimbursement 
levels are identical to Delta’s commercial dental plans. Second, administrative processes for 
Healthy Kids DentaZ-including verification of enrollment-are handled through Delta in the 
same manner as with commercial Delta plans. 

On May 1,2000, all Medicaid-enrolled children residing in 22 Michigan counties were 
switched to HeaZthy Kids Dental. An additional 15 counties were added to the demonstration 
program on October 1,200O. HeaZthy Kids Dental participants can receive care anywhere in 
the state: eligibility is based on the child’s county of residence, not the location of the dentist. 

PURPOSE 
The purpose of this study, conducted by the Child Health Evaluation and Research 

(CHEAR) Unit of the University of Michigan, is to evaluate the first 12 months of the Healthy 
Kids Dental program in terms of access to care, treatment patterns, and cost. Comparisons are 
made with data from the previous year’s Medicaid program, and from the commercial plans 
administered by Delta Dental Plan of Michigan, in the demonstration counties. 



The proportion of children receiving treatment during a given month is an indication of 
ease of access. Table 1 compares the average proportion of children residing in the 37 counties 
who received treatment each month for the three groups of interest: 

l the previous year’s Medicaid program(May 1999 - April 2000), 
l Healthy Kids Dental (May 2000 - April 2001), and 
l Delta private (May 2000 - April 2001). 

The 43% increase from Medicaid to Healthy Kids Dental in the proportion of enrolled children 
who received care is considerable, but still not up to the level of the children with private Delta 
coverage. Part of the reason for the higher utilization among the privately-insured children is 
undoubtedly that these children are long-term dental patients and are on a regular recall 
schedule for routine dental check-ups. 

Table 1. Average Monthly Proportion of Children with Any Dental Utilization 
37 Healthy Kids Dental Counties 

Type of Coverage 

Medicaid (99-W) 

Average Monthly 
Proportion 

4.4% 
1 HeaZthy Kids Dental (00-01) ) 6.3% I 
1 Delta private (00-01) I 10.3% I 

Limiting the analysis to the original 22 HeaZthy Kids Dental counties allows for 
additional comparisons. From May 1999 - April 2000, a total of 16,395 Medicaid-enrolled 
children residing in the 22 counties had 21 dental visit(s). For the same months in 2000-01, 
there were 21,582 children in the HeuZthy Kids Dentul program with 21 dental visit(s). This 
represents a 32% increase in the absolute number of children receiving dental care 

Utilization is likely to vary by the length of time a child has insurance coverage for 
dental care. Table 2 presents utilization in the 22 counties original Healthy Kids Dental 
counties, comparing children who had 12 months of eligibility with those who had enrollment 
of l-l 1 months. As shown, among both groups of Medicaid enrollees, utilization for 
continuously-enrolled children was higher than for children with more limited enrollment; 
however, the rates under Healthy Kids Dental showed significant improvement over the 
previous year. Rates for children covered by private Delta plans were higher overall, with little 
variation by length of enrollment; this is due to the fact that most children covered by a private 
Delta plan have continuous enrollment. 

Table 2. Dental Utilization over 12 months, by Enrollment Duration 
22 Original Healthy Kids Dental Counties 

Enrollment Duration 
Medicaid (99-oo) P-T: Dental 1 Delz+:yte 1 

Continuous (12 months) 
Any (l-l 1 month) 

32% 44% 68% 
21% 26% 65% 
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RESULTS 
Number of Enrolled Children 

The initial implementation of Healthy Kids Dental included approximately 55,000 
Medicaid-enrolled children (aged O-20) in 22 counties. The addition of 15 more counties 
brought approximately 45,000 more children into the demonstration program, for a total 
number of approximately 100,000. This number is equivalent to the number of Medicaid- 
enrolled children in these same 37 counties during the year prior to Healthy Kids Dental. 

NOTE: Data from 12 months were available for the original 22 demonstration counties, 
compared to only 7 months for the 15 counties added later. Therefore, this report reflects 22 or 
37 counties, based on the availability and reliability of data for each question. 

Access to Care 
Figure 1 compares the number of (unduplicated) children receiving treatment during 

each month in the 37 counties, showing the comparison between the previous year’s Medicaid 
program (May 1999 - April 2000) and the Healthy Kids Dental demonstration program (May 
2000 - April 2001). These data demonstrate that the number of children who were “in 
treatment” (i.e., received any dental service) increased substantially each month as the 
demonstration program was implemented. The exception was December 2000. In general, 
December is a relatively short month for most dental practices, regardless of payment source, 
due to holiday closures. December 2000 was an unusually stormy month in Michigan, which 
also affected dental visits. 

Figure 1. Comparison of Utilization between Healthy Kids Dental (May 2000 - April 2001) 
and the Previous Year’s Medicaid Program (May 1999 - April 2000) 

May June July Sept Nov Dee Jan Feb March April 

1 BMedicaid 99-00 8 Healthy Kids Dental 1 
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F igure  2  shows  th a t fo r  ch i ld ren  w h o  have  con tin u o u s  en ro l lmen t, th e  inc rease  in  
u t i l izat ion obse rved  wi th H e a Z thy  K ids  D e n ta l  is ev iden t across  al l  ages . U ti l izat ion fo r  
ch i ld ren  4 -10  years  o ld  was  m o r e  th a n  5 0 % . Fur the r , th e  re lat ive inc reases  in  u t i l izat ion in  
ch i ld ren  u n d e r  a g e  4  a re  qu i te  la rge , wi th th e  leve l  o f u t i l izat ion in  th e  younges t ch i ld ren  
app roach ing  th a t o f the i r  coun te rpa r ts wi th pr ivate De l ta  cove rage . 

F igure  2 . P e r c e n t U ti l izat ion by  A g e , C o n tinuous ly -Enro l led  Ch i ld ren , 2 2  C o u n ties  

5  
I 

1 0  1 5  2 0  2 5  
A g e  

P rov ider  P a tt ic ipat ion a n d  L o c a tio n  o f C a r e  
Hea l thy  K ids  D e n ta l  has  b e e n  successfu l  in  encou rag ing  b roade r  pa r t ic ipat ion in  

Med ica id  by  d e n ta l  p rov iders  (Tab le  3 ) . In d e e d , s o m e  o u t-of-county d e n tists w h o  h a d  
prev ious ly  t reated Med ica id -enro l led  ch i ld ren  d id  n o t d o  so  u n d e r  Hea l thy  K ids  D e n tal,  
a p p a r e n tly because  those  ch i ld ren  we re  ab le  to  rece ive  ca re  c loser  to  h o m e . E specia l ly  
encou rag ing  a re  th e  resul ts fo r  th e  1 8  P remie r  coun ties , in  wh ich  Hea l thy  K ids  D e n ta l  ch i ld ren  
shou ld  b e  ab le  to  rece ive  ca re  from  any  De l ta  pa r t ic ipat ing d e n tist, as  o p p o s e d  to  th e  fou r  
De l ta P r e fe r red  O p tio n  coun ties , w h e r e  on ly  De l ta  D P O  d e n tists a re  avai lab le .  In  th e  P remie r  
coun ties , th e  n u m b e r  o f d e n tists t reat ing Med ica id  ch i ld ren  inc reased  by  m o r e  th a n  3 0 0 % , a n d  
a p p r o a c h e d  th e  n u m b e r  o f w h o  t reated any  ch i ld ren  wi th De l ta  pr ivate insurance . 

Tab le  3 . Undup l i ca te d  C o u n t o f Ch i ld ren’s D e n ta l  P rov iders  over  a  1 2 .M o n th  Pe r i od  

Type  o f Cove rage  

Med ica id  (99 -00 )  

To ta l  P roviders,  In - C o u n ty P rov iders  In - C o u n ty P roviders,  
O rig. 2 2  coun ties  O rig. 2 2  coun ties  1 8  P remie r  coun ties  

7 6 9  1 1 5  7 7  

H e a Z thy  K ids  D e n ta l  9 5 2  3 5 1  2 4 7  
De l ta  pr ivate (00 -01 )  3 ,6 6 6  5 5 0  2 8 9  



For the 1,169 dental providers with any participation in Healthy Ed& Dental during the 
first 12 months of the program, the number of Healthy Kids Dental children seen per provider 
is shown in Table 4. As of April 2001, one third of providers were seeing only 1 or 2 Healthy 
Kids Dental patients, while another third of providers were seeing more than 16 patients. 

Trends related to the distribution of Healthy Kids Dental patients among participating 
providers will be monitored closely in the future, as this is an important aspect of the 
demonstration project’s long-term sustainability. 

Table 4. Number of Healthy Kids Dental Patients per Participating Provider 
37 Counties, May 2000 - April 2001 

1 # of HKD Patients 1 Distribution among Providers 

1 274 23% 
12 I 124 I 11% I 
I 3-5 I 156 r---E 1 

6-15 182 16% < 
1 16-30 I 129 I 11% I 
1 More than 30 I 304 I 26% I 

Another important trend, shown in Table 5, is the change in the location of dental care. 
In the original 22 counties, over the initial 12-month Healthy Kids Dental period, the 
proportion of Medicaid-enrolled children who received dental care in their county of residence 
was nearly double the rate of the previous year. Amazingly, the proportion of Healthy Kids 
Dental recipients treated in-county was higher than the comparable proportion of children with 
Delta private insurance. 

Table 5. Total Number of Children Treated Over a 120Month Period 
Original 22 Healthy Kids Den&l Counties Only 

Type of Coverage 

Medicaid (99-00) 

Total treated in-county 
N VW 

6,216 37.9% 

- 6 

I Healthy Kids Dental (00-01) 1 15,814 1 73.3% 1 
1 Delta private (00-01) I 41,592 I 63.0% I 



Table 6 demonstrates another effect of the increase in local dental providers. By 
calculating the distance between zip code centroids of each patient and dentist, *’ we estimated 
the average travel distance for children in the 22 counties who received any dental care over the 
12-month period. Under Hearthy Kids Dental, the average travel distance was cut in half, to a 
distance identical to that traveled by children with Delta private insurance. 

Table 6. Average Travel Distance for Dental Visits 

Type of Coverage Travel Distance (in miles), One-Way 
Medicaid (99-00) 24.5 

I HeaZthy Kids Dental (00-01) I 12.1 I 
1 Delta private (00-01) I 12.2 --I 

Treatment Patterns 
Table 7 is evidence of the substantial need for restorations (fillings) and pulp treatments 

(an indication of decay that has gone untreated for a long period of time and has damaged the 
tooth pulp) among Medicaid-enrolled children. Procedure rates for restorations and pulp 
treatments are slightly higher for Healthy Kids Dental than for the previous year’s Medicaid 
program, and substantially higher than rates for children with private Delta coverage. 

Table 7. Selected Procedures per User over a 12.Month Period 
Original 22 Counties Only 

Type of Coverage 
Medicaid (99-00) 

Restorations 
1.32 

Pulp treatments 
0.064 

Extractions* 
0.24 

HeaZthy Kiak Dental (00-01) ( 1.52 0.083 0.25 
I Delta private (00-01) I 0.76 I 0.023 I 0.16 I 1 I t 

*Comparison of extractions is limited to age 10 and under, to avoid confounding by extractions for orthodontic 
I 

treatment and third molar removal which are both common among the Delta privately-insured children. 

This pattern of more need for restorative care in the Medicaid population is entirely 
expected. The nature of dental decay is that in its more advanced stages it does not heal itself, 
and will almost always continue to progress and lead to an abscess if not treated. Therefore, in 
children who go for long periods of time without dental care, it is to be expected that when 
these children finally do get access to care, they will require more treatment and more 
expensive treatment of this type. This appears to be exactly what is happening. As Medicaid- 
enrolled children have their accumulated backlog treated and they become regular dental 
patients, they can be expected to require much lower levels of restorative and reparative 
treatment in future. In the future, annual treatment needs for Healthy Kids Dental children are 
expected to be much more like the patterns observed in the Delta privately group. 
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Payments per User by Procedure Type 
A more detailed look at treatment mix is reflected by payments per user, or the average 

payment of all children with 21 dental visit in the 12-month period. Table 8 presents average 
payment per user. 

Table 8. Average Per-User Expenditures by Major Procedure Groupings 

Treatment type 
Diagnostic / preventive 

Medicaid 
(99-00) 

$66. f 1 

Healthy Kids Dental Delta Private 
(00-01) w-01) 

$121.19 $119.48 
Restorative $58.42 $106.23 $41.11” 
Endodontics $7.81 $18.16 $4.76* 
WPY $9.55 $30.26 $32.80* 
Total $147.82 $281.74 $205.75 

*Does not include out-of-pocket costs for patient copayments, which are typically required by Delta. 

The substantially higher per-user average payments for the HeaZthy Kids Dental 
population, compared with the previous year’s Medicaid program, are due to higher 
reimbursement levels and more complete treatment provided under Healthy Kids Dental. 

Comparisons between HeaZthy Kids Dental and Delta private mirror earlier utilization 
findings. For example, the average per-user restorative expenditure for Healthy Kids Dental is 
2.5 times that for Delta private; for endodontic procedures, average per-user expenditure is 3.5 
times higher. These higher per-user expenditures reflect the increased need for restorations and 
pulp-related procedures among the Healthy Kids Dental population. In addition, almost all 
private Delta plans require a co-payment for these types of services, which further increases the 
differential between these two groups. Conversely, the average per-user expenditure for 
diagnostic/preventive services is virtually identical between Healthy Kids Dental and Delta 
private, a reflection that (1) these need for these services is relatively constant for all children, 
and (2) the private Delta plans do not require any co-payment for these services. 

These patterns indicate that dentists are treating the Healthy Kids Dental children in the 
same way as the privately-insured children in their practices, with the only meaningful 
difference being the accumulated problems related to decayed teeth in the Healthy Kids Dental 
children. While treatment of this backlog increases costs in the first year of the Healthy Kids 
Dental program, per-user payments for restorative and endodontic treatment should diminish 
for these children if they receive regular care in the future. 

The relative distribution of expenditures among procedure groups, shown in Table 9 on 
the following page, demonstrates the similarities between Healthy Kids Dental and the previous 
year’s Medicaid program. For both groups restorative and endodontic services make up nearly 
45% of total expenditures- roughly twice that for the Delta private population. Again, this 
difference is attributable to greater backlog of need among Medicaid-enrolled children, while 
the vast majority of children with Delta private coverage are in a regular recall pattern and thus 
require little restorative care. The somewhat higher proportion of expenditures for extractions 
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in the Delta private group likely reflects the removal of third molars (wisdom teeth), which is 
quite common in these children. 

Table 9. Relative Distribution of Payments by Major Procedure Groupings 

Treatment type 
Medicaid Healthy Kids Dental Delta Private 

w-w (00-01) (00-01) 
Diagnostic / preventive 44.7% 43.0% 58.1% 
Restorative I 39.5% [ 37.7% I 20.0% I 
Endodontics 1 5.3% I 6.4% 2.3% 1 
Surgery 6.5% 10.7% 15.9% 

Components of Treatment Costs 
Detailed information on the number of enrolled and users by month, paid amounts, 

payments per user, and payments per enrollee, is shown for Medicaid-enrolled children in the 
demonstration counties for traditional Medicaid (Table 10a) and Healthy Kids Dental (Table 
lob). 

Table 1Oa. Medicaid Monthly Counts and Payments, May 1999 - April 2000 

Table lob. Healthy Kids Dental Monthly Counts and Payments, May 2000 - April 2001 

** includes all 37 HKD counties 

With Healthy Kids Dental, payments per Medicaid-enrolled child per month increased 
from $3.86 to $9.46. This overall increase of $5.60 can be broken down into the following 
components: 71% ($3.97) due to higher reimbursement under Healthy Kids Dental; 

23% ($1.29) to the increased number of users, and 
6% ($0.33) to increases in services provided to users. 

Similar calculations for the increase of $67.18 in average monthly payments per user, 
(from $84.74 under Medicaid to $15 1.92 under Healthy Kids Dental) show: 

7 1% ($47.70) due to higher reimbursement under HeaZthy Kids Dental; 
23% ($15.45) to the increased number of users, and 
6% ($4.03) to increases in services provided to users. 
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Figure 3 shows the cost per user by age. While the same relative pattern between the 
three groups holds, it becomes clear that that the highest per-user costs are in the teenage 
patients. For the Healthy Kids Dental teenagers, this steep increase is further evidence of the 
consequence of deferring needed dental care for long periods of time. 

Flgure 3. Paid Amounts per User, by Age 

-Delta Private -Healihy Kids Lkntal -Medicaid99-00 

1 
Healthy Kids Dental 

77 
1 
\ Delta Private 

$- f I I I I I I I I I I I I I , , , , , , ( , 1 

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 

Age 

Recall Patterns 
Although 12 months is a short time period over which to observe recall patterns, early 

assessments are highly encouraging. Table 11 shows that recall rates are increasing for Healthy 
Kids Dental over the previous year’s Medicaid program, but are still substantially below the 
level of the Delta private population. It must be remembered that the overwhelming majority 
of children with private Delta coverage are long-term patients of these dental practices, while 
most of the Healthy Kids Dental children are just being phased into these practices. Therefore, 
many of them will not have been in the practice long enough for the required 6-month interval 
between check-ups to have elapsed. It appears likely that recall patterns for the Healthy Kids 
Dental children will become more like the patterns for privately-insured children. We will 
monitor this trend closely as more time passes. 

Table 11. Children with Recall Appointment 2180 Days after Initial Appointment 

Type of Coverage % with Recall Appt 
Medicaid (99-00) 10.6% 

1 Healthy Kids Dental (00-01) 1 16.5% I 

I Delta private (00-O 1) I 30.1% I 
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S U M M A R Y  

T h e  m a jor  find ings  o f th is  repo r t, b a s e d  o n  d a ta  from  th e  first 1 2  m o n ths  o f th e  
d e m o n s trat ion project,  a re  th a t Hea l thy  K ids  D e n ta l  has  h a d  th e  fo l low ing  impac t: 

Inc rease  in  u t i l izat ion o f d e n ta l  services:  
l  M o r e  ch i ld ren  a re  be ing  t reated u n d e r  Hea l thy  K ids  D e n tal.  

l  T h e  m o s t s igni f icant u t i l izat ion inc reases  a re  seen  in  ch i ld ren  4 -10  years  a n d  ch i ld ren  
con tinuous ly  enro l led  fo r  1 2  m o n ths . 

Inc reased  d e n ta l  n rov ider  na r t ic inat ion in  Med ica id : 

l  M o r e  d e n tists a re  p rov id ing  ca re  to  Med ica id -enro l led  chi l l  
D e n ta l  (a t least  a  2 4 %  increase) .  

l  M o r e  loca l  d e n tists a re  p rov id ing  ca re  u n d e r  H e a Z thy  K ids  

d ren  u n d e r  Hea l thy  K ids  

D e n ta l  (a  3 0 5 %  increase) .  
l  8 5 %  o f th e  loca l  d e n tists w h o  treat ch i ld ren  a re  t reat ing H e a Z thy  K ids  D e n ta l  ch i ld ren  in  

De l ta  P remie r  coun ties . 

M o r e  d e n ta l  ca re  p rov ided  local lv:  

l  M o r e  ch i ld ren  a re  t reated in  the i r  h o m e  coun ty (an  inc rease  from  3 8 %  to  7 3 % ). 

l  Trave l  d is tance pe r  visit dec reased  from  2 4 .4  m i les to  1 2 .1  m iles. 

T rea tm e n t o f d e n ta l  n e e d s : 

l  T h e  back log  o f n e e d  is be ing  t reated ( m o r e  restorat ive a n d  pu lp  t reatment  care) .  

l  M o r e  Hea l thy  K ids  D e n ta l  ch i ld ren  a re  e n te r ing  regu la r  recal l .  

Cos t p a tte rns  consistent  wi th t reatment  n e e d s : 

l  T h e  care  be ing  p rov ided , a n d  its cost pe r  user , is sim i lar  b e tween  pr ivate ly- insured a n d  
th e  H e a Z thy  K ids  D e n ta l  chi ldren,  excep t fo r  th e  add i tiona l  restorat ive a n d  pu lp- re la ted  
ca re . 

l  T h e  cost d i f ferences a re  d u e  large ly  to  th e  d i f ferences b e tween  Med ica id  fees  a n d  th e  
Hea l thy  K ids  D e n ta l  fees , a n d  to  m o r e  ch i ld ren  rece iv ing  m o r e  comp le te  ca re . 

0  A s th e  back log  o f n e e d  in  cu r ren t p a tie n ts is el im ina te d , cost pe r  user  pe r  year  is l ikely 
to  dec l ine.  

C O N C L U S IO N  

B y el im ina tin g  two o f th e  th ree  i den tifie d  bar r ie rs  to  p rov ider  pa r t ic ipat ion ( low fees  
a n d  admin is trat ive comp lex i ty), th e  Hea l thy  K ids  D e n ta l  d e m o n s trat ion p r o g r a m  has  s h o w n  
th a t subs ta n tia l  i m p r o v e m e n ts can  b e  m a d e  in  access  to  d e n ta l  ca re  fo r  th e  Med ica id -enro l led  
popu la tio n . 
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